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Meeting  Place:  ' 25  Van  Ness  Ave.,  Conference  Room  330-A  Qam  ,-~ 

Meeting  Time:               3:00  to  5:00  PM  -o/\|\J  FRANCISCO 

Members  Present:         Chairs  Gene  Gowdey,  John  Conley,  Mary  Jane  Wood 

Others  Present:  Rachel  Kettey,  Black  Coalition  on  AIDS;  Gary  Levinson,  Support  Center 

for  Non-profit  Management;  Naome  Prochovnick,  Lyon-Martin  Women's 
Health  Services 

I.  Meeting  Objectives 

-  GG  proposed  to  chair  the  meeting,  MIW  seconded  the  proposal 

-  GG  distributed  a  document  (annex  1)  to  all  participants;  conclusions  of  the  Reggie  Users 
evaluation  survey  organized  by  the  HIV  Contractors  Association 

-  GG  proposed  the  meeting  objectives  be  the  following: 

-  Evaluate  the  impact  of  Reggie  on  the  agencies 

-  Receive  community  input 

-  Evaluate  the  accountability  of  Reggie 

-  Make  recommendations  to  the  Evaluatin  And  Implementation  Committee 

II.  SYSTEM  ADVANTAGES  AND  DISDVANTAGES 

GG  suggested  that  the  participants  go  around  the  table  and  talk  about  their  experiences  with 
Reggie.  In  doing  so,  the  following  Pros  and  Con's  became  apparent: 

ADVANTAGES 

-  Reggie  is  increasing  the  accessibility  of  clients  to  services  (NP) 

-  Reggie  is  meeting  the  needs  of  clients  to  not  have  to  carry  all  of  their  documentation  with  them 
for  each  in-take  (GL) 

-  The  general  principle  is  very  good  (NP) 

-  Reggie  allows  the  EMA  to  collect  about  25%  more  data  than  HRSA  requires,  15%  of  which  are 
directly  related  to  clients'  needs  (GL) 

-  Reggie  is  compliant  to  HRSA  requirements  (GL) 

-  Reggie  is  Y2K  compliant  as  opposed  to  batch  (GL) 

-  The  quality  of  data  has  improved  considerably  compared  to  Batch  Data,  with  the  exception  of 
San  Mateo  County  (GL) 

DISADVANTAGES 

-  Reggie  Data  requirements  are  much  more  complex  than  the  mandatory  AAR  and  URS 
requirements  (GG) 

-  For  development  reasons  Reggie  could  not  be  made  to  interface  with  other  data  bases  to  be 
both  MAC  and  PC  compatible  (GL) 

-  It's   burdensome,  particularly  for  care  providers  (GL) 

-  Data  conversion  does  not  work,  we  are  not  able  able  to  do  ad-hoc  reporting  which  is  extremely 
cumbersome  (GL) 

-  The  share/non-share  function  does  not  work  (NP  and  RK) 

-  Contrary  to  what  we  were  lead  to  believe,  Reggie  cannot  supplant  our  original  data  bases  and  we 
have  come  back  to  them,  thus  doubling  and  tripling  data  management  (NP  and  GG) 

-  Reggie  confidentiality  rules  are  contrary  to  SM  DPH  rules  (MJW  and  JC) 

-  Can  not  always  get  on,  at  times  we  get  booted  off,  must  re-enter  to  modify  data  (NP  and  RK) 

-  Cannot  get  data  by  time  period,  example  VL  and  T4  evolution  over  a  given  period  (RK) 

-  Can  not  use  Reggie  to  make  mailing  labels  (RK) 

-  The  cost  effectiveness  burden  may  increase  indirect  costs  beyond  the  9%  ceiling  level.  (GG) 

-  To  get  around  some  obstacles,  we  contact  people  at  AIDS  Office  who  can  get  to  functions  we 
can't-this  is  contrary  to  the  confidentiality  policy.  (NP  and  RK) 

-  The  confidentiality  aspect  (PIN  share  and  non-share)  is  cumbersome  and  time  consuming  yet 
was  mandated  by  PWA's  on  the  Policy  Committee. 

-  The  system  is  very  slow  (NP) 

-  Reggie  does  not  allow  for  a  billing  function  (NP,  GG) 


III.  Conclusions  of  the  exchange: 

The  task  force  agreed  on  the  following  general  principles:  Reggie  has  begun  replying  to  the 
needs  of  two  of  the  three  populations  it  was  developed  for  :  Data  collectors  and  clients.  Clearly  it 
has  not  met  the  needs  of  service  providers,  particularly  care  providers.  The  mandatory  nature  of 
the  program  seems  problematic  for  service  providers  until  the  "bugs"  are  worked  out.  The  impact 
this  is  having  on  confidentiality  is  negative. 

IV.  Suggestions 

To  go  forward  from  this  exchange  the  following  suggestions  were  brought  to  the  table: 

1)  That  agencies  be  able  to  opt  out  of  the  Reggie  Process,  not  mandatory  but  voluntary  (GG) 

2)  That  a  list  of  the  "bugs"  be  drawn  up  and  that  manddatory  particpation  be  contingent  upon  the 
resolution  of  these  bugs.  (GL) 

3)  That  both  the  URS  and  Reggie  Systems  work  simultaneously  (GG) 

4)  That  developers  go  back  to  the  table  and  work  on  thnigs  within  their  grasp  i.e.  making 
reporting  possible,  pin-share  improvement,  adding  a  billing  function,  etc^l&c) 

5)  That  other  council  members,  other  Reggie  users  and  representatives  from  tne  AO  be  invited  to 
participate.  (GG) 

6)  That  one  or  two  more  work  sessions  were  necessary  (GG) 

V.  GL's  Conclusion 

As  the  only  representative  of  the  Reggie  project  at  the  table  GL,  asked  people  not  to  "opt  out" 
insisting  on  the  fact  that  the  system  is  only  good  if  it  is  city-wide.  He  suggested  the  next  meeting 
be  organized  with  the  Reggie  Users  meeting  in  order  to  get  more  feedback,  He  recognized  that  he 
didnot  have  the  power  to  make  Reggie  only  voluntary  but  that  that  decision  lied  inother  hands. 

VI.  Closing 

GG  suggested  the  next  meeting  be  on  May  11,  from  3  to  5  pm  asking  Gary  Levinson  to  invite 
other  members  of  the  Reggie  team;  This  date  is  made  tentatively,  contingent  on  the  participation 
of  Terry  from  the  Reggie  team. 

Next  Meeting:  May  1 1,  3-5  pm 

All  CARE  Council  &  Committee  meetings  are  held  in  accessible  sites,  and  are  open  to  members  of  the  public. 
Participation  of  people  living  with  HIV  is  strongly  encouraged.  Minutes  of  meetings  and  all  information  distributed  to 
Council  members  are  available  for  public  inspection  and  copying.  For  further  information  contact  Council  staff  at 
415/554-9136. 
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HIV  Health  Services  Planning  Council 
REGGIE  Evaluation  Task  Force 


Next  Meeting: 


Monday  January  10,  2000,  3:00  PM  -  5:00  PM 

Susan  Shea  and  Siddiq  Jihad,  Council  Co-Chairs,  Steve  Oxendine,  Greg  Edwards, 
Catherine  Geanucaws,  Kelly  Wallace,  Donald  Bliss  and  Gene  Gowdey,  Eric  Whitney,  RTF 
Facilitators 

Susan  Williams,  AIDS  Office  (AO)/REGGIE  Project  (RP),  Mark  Pierece,  St.  Mary's 
Medical  Center,  Justyn  Lezin,  AO/RP,  Charlotte  Bobek,  UCSF  Positive  Health  Program, 
Naomi  Prochovnick,  Lyon-Martin  Women's'  Health  Services,  L.  Dymond  Austin,  UCSF 
AIDS  Health  Project,  Steve  Solnit,  DPH/RP,  Giuliano  Nien,  DPH  Administrator,  Kyle 
Torgrimson,  DPH/RP,  Darin  Dawson,  Client,  R.  Lee  Jewell,  Client  Advocate/RP,  Jax 
McKee-Shapter,  TLC-Continuum,  Teri  Dowling,  DPH/RP,  Jeff  Custer,  RP,  Anne 
Hirozawa,  DPH  Epidemiology  &  Evaluation,  Guy  Vandenberg,  Continuum  HIV  Day 
Services,  Brenda  Storey,  Mission  Neighborhood  Health  Center,  Andrea  Goetz,  San 
Francisco  AIDS  Foundation  (SFAF),  Matt  Geltmaker,  SFAF,  Nicholas  Wukich.  SFAF. 
Emily  Leavitt,  AHP,  George  Simmons,  Catholic  Charities,  Gary  Levenson.  Compass  Point 
(Support  Center),  Jan  Gurkey,  DPH,  Marsha  Herring,  AO,  Laura  Thomas.  DPH,  Rani 
Marx,  SFDPH.  Joseph  Cecere,  DPH,  Bill  Barnes,  Mayor's  Office  (MO) 
Tuesday,  January  18,  2000  25  Van  Ness.  Room  TBA.  3:00  PM  -  5:00  PM 


Call  to  Order 

EW called  meeting  to  order. 

Introductions 

EW  introduced  himself  and  GG  to  participants.  He  requested  that  members  of  the  meeting  introduce  themselves. 

Discussion  of  Task  Force  procedures/objectives/timelines 

EW  ga\e  Council's  current  background  regarding  the  formation  of  this  meeting  and  the  Task  Force.  He  states  that  Dr.  Kati 
approached  Council  to  ask  to  give  a  recommendation  to  him  and  the  Dept  of  Public  Health  what  Council  thought  about  the 
future  of  the  REGGIE  Project?  EW  requests  that  the  process  be  as  objective  as  possible  recognizing  that  people  have  strong 
views  about  REGGIE.  EW  stated  basic  ground  rules  to  govern  this  and  future  REGGIE  Task  Force  meetings.  He  stated 
ultimately  this  Task  Force  would  present  language  to  the  CARE  Council  by  the  February  Council  meeting. 

Presentation  by  DPH  AIDS  Office  and  REGGIE  consultants 

Justyn  Lezin,  AIDS  Office/REGGIE  Project  presented  the  REGGIE  on-line  demonstration.  She  reports  that  the  two  functions 
of  REGGIE,  (1)  being  programmatic  and  (2)  data  collection.    REGGIE  collects  client's  demographic  information,  case 
management  and  medical/psychiatric  and  substance  issues  information  and  provides  unduplicated  data  collection.  Information 
collected  can  be  viewed  by  connected  agencies  services  rendered  for  a  given  client.  Crystal  Reports  (Attachment  A)  was  given 
out.  This  lists  the  type  of  reporting  that  an  agency  can  receive  from  REGGIE.  Long-term  plan  is  to  have  agency  run  AIDS 
Office  through  REGGIE  currently  does  own  reporting  that.  The  REGGIE  Project  operating  budget  was  stated  at  approximately 
$700,000.  Terri  Dowling,  REGGIE  Project,  passed  out  Funding  for  REGGIE  and  Donation  for  REGGIE  sheets  (Attachments 
B  and  C  respectively).  These  handouts  were  to  reflect  the  REGGIE  budget  over  the  last  six  years.  Laura  Thomas,  AIDS 
Office  spoke  about  the  implications  of  REGGIE  and  HRSA  and  system-wide  data  reporting..  She  reports  that  nationally  that 
there  is  difficulty  in  producing  actual  numbers  of  people  accessing  Title  One  dollars.  Referring  to  the  number  of  unduplicated 
client  data  using  CARE  funds,  Congress  has  been  asking  HRSA  for  these  numbers  and  HRSA  have  been  asking  the  AIDS 
Office  for  these  numbers.  As  the  AIDS  Office  doesn't  have  these  numbers,  HRSA  can't  tell  Congress  who  is  benefiting  from 
these  programs.  Though  the  AO  can  report  on  the  numbers  of  persons  in  each  program,  there  is  no  way  of  telling  who  is 
accessing  CARE-funded  services.  HRSA  is  increasing  their  mandate  of  the  AO  asking  for  more  specific  questions  regarding 
unduplicated  clients,  medical  outcomes,  viral  load  questions,  and  other  information.  She  reported  that  REGGIE  can  potentially 
provide  these  sorts  of  information,  if  REGGIE  is  used  system  wide,  to  HRSA  that  can  then  provide  this  information  to 
Congress  or  some  other  similar  system.  If  there  is  no  system  put  into  place  San  Francisco  will  be  less  competitive  on  the 
national  level  for  Title  One  dollars,  which  will  mean  a  reduction  in  those  dollars.  Currently  REGGIE  has  elements  that  would 
satisfy  HRSA  but  in  the  near  future  would  have  to  be  updated  to  get  more  specific.  Larger  EMAs,  like  Denver.  CO,  are 
looking  at  the  REGGIE  system  as  well  as  other  systems.  HRSA  just  released  a  Microsoft  Access-based  software  package 


I 


named  CAREWARE  that  will  collect  the  information  that  HRSA  will  be  asking  to  collect.  Additionally,  there  are  other 
software  packages  available. 

From  the  of  Clients  and  Contractors  Comments 

George  Simmons,  Catholic  Charities  spoke  in  favor  of  REGGIE.  He  reports  that  unless  REGGIE  is  mandated  to  use  system- 
wide,  'what's  the  point?'  and  expressed  concerns  about  the  cost  of  system.  He  reports  that  unless  the  CARE  Council  and  DPH 
look  into  the  real  costs  of  operating  REGGIE  it  shouldn't  be  mandated.  Darin  Dawson,  Client  spoke  in  favor  of  REGGIE.  He 
reports  of  the  agencies  that  he  has  used  the  ones  that  were  not  REGGIE  connected  he  experienced  a  cumbersome  process.  In 
returning  to  work  he  states  that  someone  may  not  have  a  lot  of  time  to  devote  in  managing  healthcare  concerns.  He  reported 
that  it  took  three  hours  just  to  register.  Lee  Jewell,  Client  Advocate/RP  and  client  reported  that  he  echoed  the  experiences  of 
DD.  U  complained  that  REGGIE  has  not  been  fully  funded.  GG  asked  consumers  if  they  would  support  a  CARE  Council 
mandate  of  REGGIE  if  direct  services  CARE  dollars  were  utilized.  U  stated  he  would  if  it  made  his  life  easier,  DD  reported 
that  as  clients  are  not  usually  involved  in  programmatic  decisions  he  felt  he  was  not  informed  enough  to  make  that  decision. 
Charlotte  Bobek,  UCSF  Positive  Health  Program  presented  some  of  the  positive  and  negatives  that  her  agency  has  experienced 
using  REGGIE.  For  negatives,  there  is  a  need  for  double  data  entry,  difficulty  integrating  intake,  money  for  eligibility, 
checking  data,  difficulty  using  REGGIE  'live',  positives  were  for  funding  for  EMA  and  staff  for  REGGIE  is  supportive. 
Currently  the  data  is  not  useful  to  case  manager.  Feels  that  money  should  go  into  other  diseases  like  Breast  Cancer  or  Sickle 
Cell.  Brenda  Storey,  Mission  Neighborhood  Health  Clinic  felt  that  the  one-time  registration  is  good  but  tracking  data  is  needed 
as  well  as  the  ability  to  bill  for  UOS  (units  of  service)  so  that  the  State  as  well  as  HRSA  information  can  be  downloaded.  Guy 
Vandenberg,  Continuum  and  partner  of  CARE  client,  reported  that  he  is  opposed  to  mandating  REGGIE  citing  the  problems 
implementing  it  into  his  agency.  GFreports  that  the  issues  of  registration  and  data  collection  would  be  separated  as  two 
different  components  and  that  the  issue  of  data  collection  be  discussed.  He  felt  that  the  REGGIE  implementation  has  been 
cumbersome  and  expensive.  He  feels  that  the  Integrated  Services  Model  has  caused  the  AIDS  Office  to  abduct  it 
responsibilities  without  providing  money  to  compensate  agencies.  He  expressed  concern  regarding  costs  smaller  agencies  may 
have  in  implementing  REGGIE.  Paul  Casey,  Tenderloin  AIDS  Resource  Center,  stated  that  REGGIE  is  a  brilliant  design  idea. 
He  felt  that  REGGIE  is  cost  prohibitive  and  stated  that  TARC  is  an  economically  struggling  with  a  big  client  base.  He  feels  his 
agency  would  need  six  computers  with  dedicated  staffing  for  REGGIE.  TARC  is  not  REGGIE  connected.  Dymond  Austin, 
AHP,  stated  that  REGGIE  is  good.  She  felt  that  it  can  be  used  'real-time'.  She  reported  it  does  costs.  She  reported  that  she 
does  use  it  'live',  for  reporting  and  changing  service  categories.  She  feels  that  the  Task  Force  should  discuss  how  to  make 
REGGIE  work.  She  feels  that  it  would  be  more  cost  effective.  Matt  Geltmaker,  SFAF  reported  that  he  sees  clients  constantly. 
He  read  two  letters  from  clients  (Attachment  D),  one  letter  from  a  client  that  used  an  agency  that  did  not  use  REGGIE  but  were 
said  to  have  used  REGGIE  and  another  from  a  client  that  did  used  REGGIE.  GG  pointed  out  that  some  agencies  do  have  more 
than  one  database  in  use  that  may  require  a  client  to  fill  out  paperwork.  Emily  Leavitt,  AHP  reported  that  when  there  is  a  client 
that  is  in  an  emergency  and  cannot  give  information  if  they  are  in  REGGIE,  some  information  could  be  received  to  help  saving 
time  in  investigating  for  information.  If  the  client  is  not  in  REGGIE  it  is  very  difficult  to  be  of  help  to  the  client.  Naomi 
Prochovnick,  Lyon-Martin  Women's  Health  Services  reported  that  her  agency  has  been  involved  with  REGGE  since  the  Alpha 
stage.  She  reports  that  it  has  been  difficult  but  that  the  system  works.  She  reports  her  client  base  have  chaotic  lives  and 
REGGIE  has  been  helpful  in  keeping  data  in  order.  She  reports  that  the  service  line  item  does  help  in  risk  management, 
medical  and  unduplication  information  and  other  services.  She  reported  that  funding  must  be  made  available  for  agency  to 
continue  and  to  get  on-line  with  REGGIE.  She  reported  that  her  agency  uses  only  REGGIE  for  data  reporting.  She  expressed 
concern  that  if  REGGIE  goes  so  does  her  agency  in  terms  of  data  functioning.  Kelly  Wolf,  Marin  AIDS  Health  Project,  reports 
that  in  Marin  there  is  universal  registration  but  that  there  is  no  reporting  ability.  Jax  McKea-Shapter,  TLC-Continuum, 
reported  that  she  is  in  opposition  of  mandating  REGGIE.  She  states  that  before  making  a  mandate  that  REGGIE  needs  to  be 
made  available  system-wide.  She  doesn't  see  how  REGGIE  works.  She  expressed  concerns  that  there  is  $700,000  for  nine, 
positions  feeling  that  this  money  could  be  used  to  bring  other  agencies  on-line  with  REGGIE.  Andrea  Goetz,  SFAF  spoke  on 
behalf  of  a  client,  Paul  who  has  disabling  HIV.  She  stated  that  he  emphasized  the  ease  of  services  with  REGGIE  connected 
agencies.  She  reported  that  she  uses  REGGIE  for  service  line  items  as  a  check-up  and  commented  that  most  clients  when  told 
of  REGGIE  choice  to  participate.  Mark  Wood,  St.  Mary's  Medical  Center  reported  that  REGGIE  is  on  a  single  stand-alone 
computer.  He  reports  that  St.  Mary  is  part  of  a  seven-hospital  region  using  a  regional  network.  St.  Mary  hired  a  full-time 
administrative  assistant  to  use  REGGIE.  He  stated  that  he  doesn't  believe  there  is  a  medical  provider  that  can  get  around  this 
issue.  He  feels  that  a  mandate  will  create  inefficiently  and  redundancy.  He  does  feel  that  the  HRSA  data  elements  are 
important. 

GG  in  summarizing  the  meeting  stated  that  there  were  recurrent  topics  on  Registration,  Costs  to  Agency,  Hardware  and 
Software,  Database  Entry  (double  and  triple),  Lack  of  Billing.  EW  stated  that  he  also  heard  Differing  Needs  Experiences  of 
Agencies  (Medical  vs.  Case  Management),  How  Agencies  are  Impacted.  He  felt  that  solvable  and  insolvable  issues  were 
presented  today.  More  information  regarding  REGGIE  was  passed  out. 

Adjournment 

GG  called  for  adjournment 
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SAN  FRANCISCO 

Meeting  Date/Time:      TulikAP.UIfiiJa^ftAftXo,  3:00  PM  -  5:00  PM 

Members  Present:         Steve  Oxeficfine,  Greg  Edwards,  Kelly  Wallace,  Mary  J.  Woods,  and  Gene  Gowdey,  Eric 
Whitney,  RTF  Facilitators 

Others  Present:  L.  Dymond  Austin,  UCSF  AIDS  Health  Project,  Celinda  Catu,  DPH  HIV  Health  Services, 

David  Macias,  DPH  HIV  Health  Services,  Brenda  Storey,  Mission  Neighborhood  Health 
Center,  Justyn  Lezin,  AO/RP,  Gary  Levinson,  Compass  Point  (Support  Center),  Charlotte 
Bobek,  UCSF  Positive  Health  Program,  Matt  Geltmaker,  SFAF,  Susan  Haikalis,  SFAF, 
Nicholas  Wukich,  SFAF,  Marsha  Herring,  AO,  Anne  Hirozawa,  DPH  Epidemiology  & 
Evaluation,  Rani  Marx,  SFDPH,  George  Simmons,  Catholic  Charities,  Steve  Solnit, 
DPH/RP,  Teri  Dowling,  DPH/RP,  Jax  McKee-Shapter,  TLC-Continuum,  Kyle 
Torgrimson,  DPH/AO,  Tom  Calvanese,  TARC  Jan  Gurkey,  DPH,  Russ  Zellers,  HHS, 
Naomi  Prochovnick,  Lyon-Martin  Women's"  Health  Services 

Next  Meeting:  Monday,  February,  7,2000,  3:00  PM  -  5:00  PM 

Subcommittee  Meeting-  Tuesday,  January  25,  2000  TBA,  1 0:30  AM  -  1 2:30  PM 

Introductions 

EW  informed  the  participants  that  handouts  from  the  last  REGGIE  meeting  were  available  along  with  additional  materials  on 
the  back  table.  He  introduced  himself  and  GG  to  the  meeting.  He  gave  the  background  to  the  formation  of  the  Task  Force. 
HE  stated  that  Dr.  Kaiz  asked  the  CCARE  Council  to  issue  a  mandate  for  REGGIE  to  service  providers.  This  Task  Force  is  to 
formulate  recommendation  language  for  the  CARE  Council  to  consider  this  issue.  He  reported  that  as  members  of  this 
meeting,  participants  are  part  of  the  Task  Force  and  their  comments  will  be  taken  into  consideration.  He  asked  new  members 
to  introduce  themselves  to  the  meeting.  He  asked  that  members  be  specific  in  their  response  to  questions 

Discussion  of  Task  Force  procedures/objectives/timelines 

EW  stated  that  at  the  last  meeting  the  Task  Force  heard  testimonies  form  clients  and  contractors  that  were  using  REGGIE  or 
slated  to  use  REGGIE.  Then  spent  time  looking  at  common  themes  from  the  testimonies  to  discuss  at  this  second  meeting. 
Those  themes  were,  (1)  Registration,  (2)  Costs  (Personnel  and  Equipment)  and  who  will  be  absorbing  the  costs,  (3)  Billing 
Component  (Medi-Cal  and  Medicaid),  (4)  Administrative  Redundancies  and  (5)  Intergretation  of  Systems  with  other 
Databases.  Roni  Marx,  SFDPH,  asked  that  discussion  of  outcomes  scenarios  be  placed  on  the  agenda  for  her  to  address. 

Presentation  by  DPH  AIDS  Office  and  REGGIE  consultants 

.Roni  Marx,  SFDPH  reported  that  to  the  question  regarding  if  whether  is  to  be  a  data  collection  system  or  a  registration  system 
it  can  be  either.  If  just  a  registration  system  REGGIE  can  be  simplified  but  everyone  has  to  participate.  If  only  a  data 
collection  system  then  there  are  a  variety  of  options  whether  if  it  is  to  be  unduplicated  or  not.  AIDS  Office  is  open  to  any 
discussion  and  outcome.  MJW stated  that  she  understood  that  unduplicated  client  data  was  important  to  HRSA  and  that  any 
options  would  mean  double  or  triple  data  entries.  BS  stated  that  there  can  be  unduplicated  information  by  zip  code.  She  felt 
that  by  client  count  this  can  be  done  if  HRSA  is  asking  for  medical  data  that  is  a  different  discussion.  TC  stated  that  there  are 
two  different  discussions,  (1)  universal  client  registration  and  (2)  data  collection  for  HRSA,  what  does  HRSA  wants  and  who 
does  the  collection  processing.  GG  stated  that  currently  the  only  HRSA  requirement  is  the  AAR,  there  are  changes  happening 
in  HRSA  and  the  required  information  needs  are  increasing.  EW  reported  that  Laura  Thomas  gave  presentation  at  the  last 
meeting  on  current  and  future  HRSA  requirements. 

Public  Comments 

GG  asked  for  comments  on  the  Registration  item.  Kelly  was  in  favor  of  registration.  MG  was  in  favor  of  the  registration. 
Brenda  spoke  reluctantly  of  registration.  RZ  spoke  in  favor  of  registration  but  spoke  of  concerns  regarding  case  management. 
Cfi,  Positive  Health  Program  (Ward  86),  reported  that  her  program  does  have  problems  with  placing  REGGIE  registration  into 
their  workflow.  NW  spoke  in  favor  of  REGGIE,  felt  case  management  concerns  are  addressed  by  REGGIE.  MJW  spoke  that 
we  need  to  define,  just  a  "registration  system'  -  depending  on  what  is  meant  REGGIE  does  this  function  already.  GG  clarified 
that  the  language  to  be  drawn  will  look  at  REGIE  as  a  whole.  TC  felt  that  the  reality  of  REGGIE  has  not  meant  the  idealized 
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REGGIE  has  not  been  achieved.  He  stated  that  he  is  in  support  of  the  concept  but  not  the  reality.  There  were  some  concerns 
about  federal  auditors  marking  with  an  OMB133  for  agencies  that  don't  have  a  hard  copy  of  the  letter  of  diagnosis  if  they  use 
REGGIE.  The  AIDS  Office  is  under  a  different  understanding  and  will  investigate  this  issue.  GG  reported  that  there  are  not 
line  items  in  REGGIE  that  is  problematic  in  accounting  for  work  done. 

GG  asked  that  participants  move  discussion  to  Cost  considerations.  NP  reported  that  REGGIE  has  now  moved  to  a  place 
where  it  is  viable,  if  everyone  participates,  but  only  if  there  are  enough  computers  resources  and  personnel.  BS  reports  that  her 
agency  would  need  a  full-time  dedicated  staff  person  to  REGGIE,  three  computers  and  other  resources  for  unit  of  service.  It 
was  reported  that  at  multi-sites  there  will  need  to  be  a  computer  at  all  sites  and  as  a  union  agency  job  descriptions  would  have  o 
be  changed.  DA  reported  that  the  clinicians  use  line  items  each  time  that  a  client  sees  a  clinician.  She  reports  that  she  uses 
REGGIE  to  track  units  of  service  for  BIS  for  Medicare.  There  was  a  question  regarding  the  cost  to  bring  all  agencies  on-line. 
GL  reported  that  it  is  difficult  to  quantify  personnel  and  computer  costs.  SH  stated  that  there  will  be  costs  to  produce  this  data 
and  personnel  but  feels  on  balance  that  REGGIE  can  be  cost  effective.  She  reported  that  in  hospital  settings  there  have  always 
been  multiple  databases.  EW expressed  concerns  that  we  can't  afford  not  providing  HRSA  with  uncertain,  unduplicated  client 
information.  He  reported  that  the  current  award  was  lower  this  year  and  the  need  to  produce  real  client  information.  JMK 
reported  that  mandating  REGGIE  would  cause  frustration.  She  felt  that  the  discussion's  needs  should  be  to  focus  on  bringing 
the  other  agencies  on-line  with  REGGIE  and  how  that  can  happen.  It  is  felt  that  if  mandated,  DPH  needs  to  find  the  money  to 
help  agency.  TC  opposed  using  CARE  dollars  to  buy  hardware  to  track  services.  RZ  reported  that  CARE  dollars  were 
decreased  by  2.7  %  from  last  year.  GL  felt  that  it  is  not  the  responsibility  of  the  CARE  Council  but  of  DPH  that  agencies  have 
the  resources  to  utilize  REGGIE.  He  states  that  a  mandate  can  be  written  in  a  way  that  gives  a  go  ahead  for  REGGIE  if  DPH 
provides  the  resources.  He  stated  that  the  URL  was  abandoned  because  seven  years  ago  the  CARE  Council  wanted  a 
registration  system  for  clients,  the  URL  was  only  a  data  collection  system.  MH  admonished  the  Task  Force  to  keep  clients  in 
mind  when  discussing  direct  services  vs.  registration.  EW  reported  that  the  Task  Force  can  make  the  recommendation  look  the 
way  it  wants  but  that  the  final  decision  is  DPH.  He  reports  that  the  language  should  be  as  an  educated  recommendation  as 
possible  to  Council.  He  request  that  a  subcommittee  be  formed  to  meet  once  or  twice  to  draft  the  language  of  the 
recommendation.  Names  were  collected  of  interested  participants  that  will  form  the  Subcommittee.  Other  Issues  addressed 
were  a  follow-up  or  audit  on  REGGIE.  MJW asked  that  the  counties  need  to  be  on  the  REGGIE  subcommittee  and  that  it 
should  be  par  of  the  language  how  issues  regarding  a  possible  counties  mandate.  There  continued  to  be  concerns  regarding 
input  from  consumers.  The  PWAC  was  informed  about  the  meetings.  TC  reported  at  the  questions  is  a  complex  one  and  that 
this  is  not  Council  function  but  an  administrative  process  that  should  be  a  DPH  function.  He  felt  that  the  language  should  go  to 
the  PWAC  before  the  next  Council  meeting  of  possible.  GS  felt  that  not  even  a  little  CARE  dollars  should  go  to  this  and  that 
the  language  should  reflect  this  item.  MJW7  respectfully  disagreed  with  GS  only  to  the  extent  that  client  services  are  involved. 

REGGIE  Task  Force  Subcommittee  members  are: 

Charlotte  Bobek,  Dymond  Austin,  Gary  Levinson,  Kelly  Wallace,  Nicholas  Wukich,  Tom  Calvanese.  Jax  McKee-Shapter 
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Meeting  Date/Time:  Monday,  February  7,  2000,  3:00  PM  -  5:00  PM 
Members  Present:      Gene  Gowdey,  Eric  Whitney,  REGGIE  Task  Force  Facilitators 
Others  Present:  L.  Dymond  Austin,  UCSF  AIDS  Health  Project,  Justyn  Lezin,  AO/RP,  Anne 

Hirozawa,  DPH  Epidemiology  &  Evaluation,  Charlotte  Bobek,  UCSF  Positive 
Health  Program,  Gary  Levinson,  Compass  Point  (Support  Center),  Nicholas 
Wukich,  SFAF,  Teri  Dowling,  DPH/RP,  Jax  McKee-Shapter,  TLC-Continuum. 
Rani  Marx,  SFDPH,  Susan  Haikalis,  SFAF,  Steve  Solnit,  DPH/RP,  Kyle 
Torgrimson,  DPH/AO,  Tommie  Huie,  RP,  Jeff  Custer,  DPH/PR,  Jeff  Custer, 
DPH/RP 
Next  Meeting:  This  was  the  final  meeting  of  the  REGGIE  Task  Force       DOCUMENTS  DEPT, 


Call  to  Order 


FEB  2  4 


GG  gave  a  call  to  order 

Welcome  and  Introductions  'SAN  FRANCISCO 

GG  opened  he  meeting  and  asked  if  there  were  any  new  participants  that  where  not  present  at  the  mas't  meiwHp  LIBRARY 

Review  and  Approval  of  Agenda 


GG  stated  that  at  the  request  of  the  AIDS  Office  some  time  would  be  given  to  further  discuss  any  issues  that  needed  clarity 

Where  we  are  in  the  process  of  Creation  of  a  motion  for  the  CARE  Council 

GG  summarized  the  last  two  meetings.  He  reported  on  the  subcommittee  formed  to  formulate  draft  language  for  consideration 
in  this  meeting.  He  reported  that  three  separate  motion  items  (items  6,  7,  and  8)  are  presented  in  the  agenda  for  discussion. 
EW  stated  that  these  items  together  are  the  language  that  will  be  presented  to  the  CARE  Council  for  consideration  and  a  vote  as 
a  single  motion.  EW  stressed  that  this  draft  language  is  open  to  change  in  this  meeting. 

Presentation  by  SF  DPH  REGGIE  Team 

RM  commented  that  she  recognizes  the  cost  concerns.  She  reports  that  the  REGGIE  team  has  made  a  'best  guess'  estimate 
regarding  the  costs  involved  in  bringing  all  agencies  on-line  with  REGGIE.  She  stated  that  it  is  different  for  every  agency. 
She  asked  that  the  Task  Force  come  up  with  the  strongest  language  possible  to  have  Council  support  a  'full'  client  registration 
system  and  unduplicated  client  system.  She  reiterated  that  Dr.  Kat:  statement  that  REGGIE  has  failed  as  a  voluntary  system. 
There  were  handouts  looking  at  the  costs  of  REGGIE  and  'stripped-down'  REGGIE  and  CAREWARE  for  comparisons 
(Attachment  A).  TD  stated  that  there  is  no  'cookie  cutter'  formula  regarding  costs.  She  passed  out  documents  (Attachments  B 
to  C).  The  documents  is  looking  at  (1)  Connectivity,  (2)  Changes  in  Registration  Process,  (3)  Timeline  to  Registration,  (4) 
Data  Entry,  (5)  On-going  Support  and  Oversight  and  Training,  (6)  REGGIE  Team  Costs,  (7)  Current  Costs,  and  (8)  System 
Maintenance,  when  the  system  is  fully  vested.  RM  reported  that  the  timeline  for  getting  fully  vested  will  be  two  years  to  two 
and  a  half  years  at  a  cost  estimate  of  $1.5  to  $1.7  million  for  DPH  plus  agency  costs.  She  reports  that  48  agencies  are  currently 
not  on-line. 

Discussions 

There  was  much  discussion  regarding  the  three  motions.  Notably  there  was  disagreement  regarding  motion  item  A.  The 
present  members  re-formulated  the  language  from  the  three  motion  items.  The  motion  was  re-formulated  to  read  as  follows: 
"The  HIV  Health  Services  Planning  Council  moves  to  supports  a  mandate  of  Project  REGGIE  by  DPH  for  all  CARE  funded 
agencies,  if  and  only  if,  (1)  Hardware,  personnel  and  connectivity,  at  the  agency  level,  be  provided  by  DPH  and  other  funding 
sources  and  (2)  No  CARE  funds  are  used  to  support  Project  REGGIE.  As  per  the  1995-1999  HIV  Health  Services  Five  Years 
Plan,  REGGIE  must  provide  a  universal  client  registration  system  to  collect  unduplicated  client  level  data  when  fully 
implemented".  EW  suggested  that  if  the  motion  carries  that  the  REGGIE  Task  Force  continues  as  an  oversight  group. 

VOTE 

Of  7  voting  members  of  the  present  REGGIE  Task  Force  -  6  -  Yes,  1  -  No,  0  -  Abstain.  The  new  language  was  adapted. 


"Best  Guess"  Cost  To  Support  Using  the  Reggie  System 


Type  of  Agency 

Agency  X  (26  clients): 

Connectivity 

$  360 

Registration  Process  Change 

$1,400* 

Data  Entry 

$1,220** 

Ongoing  Support  and  Oversight  (5%  FTE) 

$2,080 

Training 

$    600*** 

Total 

$5,660 

Agency  Y  (600  clients): 

Connectivity 

$      360 

Registration  Process  Change 

$  1,400* 

Data  Entry 

$28,200** 

Ongoing  Support  and  Oversight  (12. 

5%) 

$  5,200 

Training 

$      600*** 

Total 

$35,760 

Agency  Z  (2000  clients): 

Connectivity 

$     360 

Registration  Process  Change 

$  1,400* 

Data  Entry 

$18,620** 

Ongoing  Support  and  Oversight  (12. 

5%) 

$  5,200 

Training 

$      600  *** 

Total  $26,180 

*  This  is  a  one  time  only  expense. 

**This  amount  will  be  reduced  once  an  agency  has  registered  all  their  clients  into 
Reggie.  Only  new  non-share  and  new  to  Reggie  clients  will  need  to  be  registered. 
***This  amount  may  be  lower  after  the  initial  training.  It  will  depend  on  staff 
turnover  and  changes  in  the  application. 

Rollout  High  Rollout  Current      Maintenance 

Reggie  Team  Costs:        $1,073,600  $696,331  $500,000 

(personnel/equipment) 


o 


PROJECTED  COSTS  TO  SUPPORT  USING  THE  REGGIE  SYSTEM 

These  projected  costs  are  based  on  the  Reggie  Team's  experience  so  far.  Each 
agency's  need  for  equipment,  training,  process  planning  and  implementation,  data 
entry,  funds  to  pay  for  the  ISDN  line  monthly  fee  and  technical  support  is  unique 
and  will  need  to  be  negotiated  at  the  time  an  agency  is  brought  into  Reggie. 
Therefore,  these  projections  may  be  considered  "best  guess"  costs  for  implementing 
and  supporting  Reggie. 

AGENCY  COSTS: 

Connectivity: 


Average  agency  ISDN  line  monthly  bill  =  $30  per  month      /  $360  a  year 


Registration  Process  Change  at  Agencies: 

Each  agency  has  their  own  system  for  registering  clients.  Incorporating  Reggie 
often  means  rethinking  the  process  of  registering  clients.  How  is  registration  done 
now  and  by  whom?  How  will  using  Reggie  change  this  process?  Is  registration 
done  on  paper  and  then  data  entered  later?  Does  the  agency  want  to  begin 
registering  in  real  time?  Where  does  registration  take  place?  Is  there  room  for  a 
computer  at  the  registration  desk?  What  data  must  be  collected  in  addition  to 
Reggie  information  and/or  how  that  data  will  be  tracked  in  connection  with 
Reggie?  And  so  forth 

Thinking  through  these  process  changes  will  take  staff  time.  Again,  the  amount 
of  staff  time  will  depend  upon  the  agency  and  the  agency  staff  responsible  for 
working  through  the  process  change.  This  is  often  the  most  difficult  part  of 
bringing  an  agency  into  Reggie.  In  our  experience,  there  are  fewer  delays  and  the 
process  is  easier  if  the  staff  members  involved  in  determining  the  process  are  able 
to  make  decisions  and  follow  through  with  assigning  responsibility  and  insuring 
that  the  decisions  are  followed. 


A  best  guess  would  be  between  40  and  100  staff  hours  @  $20  an  hour:        $800- 
$2,000. 


Data  Entry 

Data  entry  will  depend  on  each  agency.  If  Reggie  is  the  only  database,  data  entry 
will  take  less  time  than  if  the  data  needs  to  be  entered  in  other  databases.  For 
registration:  if  data  is  entered  live  (when  the  client  is  present),  the  time  to  enter  a 
client's  information  into  Reggie  will  be  less  than  if  the  data  is  first  collected  on 
paper  and  then  entered  into  the  data  base  within  48  hours.  For  services,  the 
number  of  clients  and  the  number  of  different  types  of  UOS  that  need  to  be 
collected  will  also  effect  the  amount  of  data  entry.    Clearly  an  agency  that  serves 
25  clients  will  have  less  data  entry  than  an  agency  that  serves  2,000. 


A  shared  database  like  Reggie  means  that,  for  share  clients,  basic  registration  data 
is  entered  only  once.  Because  many  clients  of  larger  CARE  funded  agencies  are 
already  in  Reggie,  approximately  60%  of  the  clients  in  a  new  Reggie  agency  will 
be  fully  registered  and  sharing  their  data.  The  agency  therefore  will  not  have  to 
register  those  clients  again. 


General  range  of  time  to  look- 

-uo.  register. 

enter  services,  and  do  the  annual 

verification  (times  are 

per 

client). 

Initial  lookup 

1-3  minutes 

Registration 

15-30  minutes  (for  approx.  40%  of  a 
new  agency's  clients,  then  only  once 
for  clients  new  to  Reggie  or  who 
have  chosen  not  to  Share). 

Services  entered 

1-20  minutes  (depending  on  whether 
the  services  are  entered  directly  into 
the  database  or  from  paper,  whether 
at  the  time  of  service  or  batched 
weekly  or  monthly). 

Annual  Verification 

5-10  minutes  (once  a  year  for  clients 
who  have  not  been  verified  at  any 
other  agency). 

The  following  are  three  scenarios  that  represent  "best  guess"  agency  costs  for 
looking  up,  registering,  entering  services  and  doing  annual  verification  on  clients. 
The  time  is  based  on  an  average  and  the  time  period  is  for  the  first  year  on 
Reggie.  As  mentioned  earlier  in  this  document,  entering  clients  in  real  time  is 
significantly  faster  than  collecting  information  on  paper  and  then  data  entering 
later.  Also  once  all  of  an  agency's  clients  are  in  Reggie,  only  new  or  non-share 
clients  will  need  to  be  registered.  It  will  take  less  time  to  collect  and  enter  data 
into  Reggie  once  staff  has  experience  with  the  system.  Also  keep  in  mind  that 
currently  all  CARE  funded  agencies  must  track  UOS/UDC.  If  Reggie  is  used  as 
that  tracking  system,  the  amount  of  time  an  agency  takes  to  track  this  information 
may  be  the  same  or  slightly  more. 


AGENCY  X  (26  clients) 

Look-up:  2  minutes  x  26  clients  =  52  minutes  a  year 

Register:  22.5  minutes  x  10  clients  (40%  of  26  clients  who  are  either  non-share  or 
not  in  Reggie)  =  225  minutes  or  3.75  hours  a  year 

Enter  Services:  10.5  minutes  x  26  clients  =  273  min.  per  month  =  3276  minutes  a 
year  or  55  hours  a  year 

Annual  Verification:  7.5  minutes  x  10  clients  =  (40%  of  26  clients)=75  minutes  or 
1.25  hours  a  year 

Total:  61  hours  a  year  (.03  FTE  based  on  52  weeks/40  hours  a  week)  hours  a 
year  [61  hours  x  $20  an  hour=$l,220]        


AGENCY  Y  (600  clients) 

Look-up:  2  minutes  x  600  clients  x  1.5  look  ups  a  year  =  1800  minutes/30  hours 
a  year 

Register:  22.5  minutes  x  240  clients  (40%  of  600)  =  5400  minutes/  90  hours  a 
year 

Enter  Services:  10.5  minutes  x  600  clients  =  6300  minutes  x  12  months=75,600 
minutes/1260  hours  a  year 

Annual  Verification:  7.5  minutes  x  240  clients  =  1800  minutes/30  hours  a  year 

Total:   1410  hours  (.68  FTE)  [1410  hours  x  $20=$28,200] 


AGENCY  Z  (2000  clients) 

Look-up:  2  minutes  x  2000  x  1.5  look  ups  a  year  =  6000  minutes/100  hours  a 
year 

Register:  22.5  minutes  x  800  clients  (40%  of  2000)  =  18,000  minutes/300  hours  a 
year 

Enter  Services:  (done  by  EVE  download)  7  hours  a  month  x  12  months  =  84 
hours  a  year;  165  clients  get  services  not  downloadable  each  month  x  10.5 
minutes  x  12  months  =  20,790  minutes/347  hours  a  year 

Annual  Verification:  7.5  x  800  clients  (40%  of  2000)=6000  minutes/100  hours  a 
year 

Total:  931  hours  (.45  FTE)  [931  hours  x  S20=$18,620] 


Ongoing  Support  and  Oversight; 

Each  agency  in  Reggie  will  need  to  assign  someone  on  staff  the  responsibility  for 
insuring  that  clients  are  registered  and  that  quality  data  is  collected  in  a  timely 
fashion.  The  amount  of  time  this  will  take  a  staff  person  varies  widely  by  agency. 
It  will  require  more  time  in  the  beginning  when  an  agency  is  getting  used  to  both 
Reggie  and  the  system  the  agency  has  put  in  place  to  look  up,  register,  collect  and 
enter  the  data. 


Best  guess  5-20%  of  a  staff  person's  time:  average  12.5%  @  $20  an  hour  for  260 
hours  (12.5%  of  2080  hours  a  year/52  weeks  x  40  hours)^$5,200  a  year. 


Training: 

The  amount  of  training  an  agency  requires  to  be  competent  with  the  Reggie 
system  depends  on  a  number  of  factors  including:  number  of  staff  to  be  trained, 
additional  training  in  Windows,  staff  turn  over,  need  for  individualized  training, 
etc.  The  number  of  hours  on  the  average  an  agency  staff  person  using  the  Reggie 
system  will  need  to  have  is  approximately  8-10.  This  includes  a  basic  overview 
and  hands  on  training. 


Average  3  staff  @  10  hours  each  =  30  hours  x  $20  an  hour  =  $600 


REGGIE  TEAM  COSTS 

The  ball  park  annual  budget  needed  to  bring  all  the  agencies  into  Reggie  as  it  is  and 
maintain  the  system  at  the  same  time  is  somewhere  around  $700,000.  Once  all  agencies 
are  using  Reggie,  the  budget  can  be  reduced  to  approximately  $500,000  annually. 

Personnel: 


The  following  are  best  guess  "high  end"  and  "current  funding"  scenarios  as  to  how 
much  it  will  cost  the  Department  to  bring  on  the  remaining  48  agencies,  help  the  1 1 
agencies  that  are  still  not  fully  using  Reggie  and  support  the  1 1  agencies  that  are  fully 
using  Reggie.  These  scenarios  assume  that  there  is  a  mandate  to  implement  Reggie 
and  that  the  HIV  Health  Services  section  would  be  responsible  for  working  with  the 
team  to  insure  the  timely  implementation  and  on  going  monitoring  of  Reggie  at 
CARE  funded  agencies.    This  also  assumes  that  the  Department  would  take 
appropriate  action  if  Reggie  were  not  effectively  utilized  at  an  agency. 

Equipment: 

Some  agencies  will  need  no  new  computers;  some  may  need  several  per  site 
where  clients  register  for  services  in  real  time.  Again,  each  agency's  need  for 
hardware  is  different.  While  the  Reggie  team  can  support  the  Reggie  application 
on  agency  computer(s),  each  agency  is  unique  in  its  capacity  (staffing  and  skills) 
to  support  their  hardware,  software  and  network.  Below  is  presented  a  high 
estimate  of  costs  and  costs  based  on  currently  available  funds.  There  are  many 
variations  in  between  these  two  scenarios. 


Annual  Costs  for  Rollout  (3/1/2000-12/31/2002) 


High  end: 

Personnel: 

3  System  Administrators 
1  Data/Reports  Manager 

3  FTE  Site  Team  personnel  (managers,  training,  data  entry  assistance) 
1  Project  Director 

1  Site  Director 

1  Quality  Improvement  Manager 

1  Help  Line  Manager 

Total  Cost  Approximately:  $700,000 

Equipment: 

4  computers  per  agency  x  48  agencies=192  computers  @  $1600  each 

$307,200 
10  additional  computers  for  1 1  agencies  @  $1600  each  $  16,000 

48  ISDN  lines/routers  per  agency  +  15  for  additional  sites  @  $800  $  50.400 
Total:  $373,600 

Grand  Total:  $1,073,600 

What  we  have: 

Personnel:  Pending  approval  by  HRSA  and  the  Department  of  Commerce  for 
grant  extensions,  we  currently  have  funding  through  2/29/2001  for  all  of  the 
positions  except:  1  System  Administrator,  1  Site  Director 

Equipment:  We  currently  have  funding  for  approximately  35  computers,  routers, 
and  ISDN  line  installation  costs  ($96,331). 

What  we  need: 

Personnel:  After  2/29/2001  we  will  only  have  the  following  funded  positions:  1 
Data/Reports  Manager,  1  System  Administrator.  Additional  funding  will  be 
needed  to  support  the  other  staff  position:  approximately  $600,000. 
Equipment:  We  need  funding  for  167  computers  and  28  ISDN  line 
installations/routers  valued  at  approximately:  $277,269 


Current  funding  through  3/1/2001-pending  grant  extensions  by  HRSA  and  Dept 
of  Commerce: 

Personnel: 

2  System  Administrators 
1  Data/Reports  Manager 

3  FTE  Site  Team  Personnel 
1  Project  Director 

1  Quality  Improvement  Manager  (currently  unfilled) 

1  Helpline  Manager 

Total  Approximately:  $600,000 

Equipment:  (CARE  Title  1) 

35  computers  for  the  remaining  48  agencies  •  $  64,000 

35  routers/ISDN  line  installations  for  48  agencies  $  32.331 

Total:  $96,331 

Grant  Total:  $696,331 

What  we  have: 

Personnel:  Pending  grant  extensions  from  HRSA  all  of  the  positions  are  funded 
through  2/29/2001 

Equipment:  We  currently  have  funding  for  approximately  35  computers,  routers, 
and  ISDN  line  installations. 

What  we  need: 

Personnel:  After  2/29/2001  we  will  only  have  funding  for  1  System 
Administrator  and  1  Data/Reports  Manager.  Additional  funding  will  be  needed  to 
support  the  other  staff-  approximately  $  400,000. 


Annual  Cost  for  Maintenance  (1/1/2003--) 


Personnel: 

2  System  Administrators 

1  Data/Reports  Manager 

1  Site  Director/Trainer 

1  Project  Manager 

1  Quality  Improvement  Manager 

1  Helpline  Manager 

Total  Cost  Approximately:  $500,000 

What  we  have: 

Pending  grant  extensions  from  HRSA  all  of  the  positions  are  funded  through 
2/29/2001. 

What  we  need:  After  2/29/2001  there  will  only  be  funding  for  1  System 
Administrator  and  1  Data/Reports  Manager.  Additional  funding  will  be  needed  to 
support  the  other  staff-  approximately  $  400,000. 


ANOTHER  OPTION 

While  there  are  other  options  for  collecting  client  level  data  and  providing  a  universal 
client  registration  system,  all  options  have  inherent  strengths  and  weaknesses. 

The  following  option  can  provide  a  universal  client  registration  system  and  unduplicated 
client  data  but  as  separate  data  systems.  This  option  also  assumes  a  mandate  for  all 
agencies  to  participate. 

Stripped  Down  Reggie:  Reggie  would  consist  of  minimal  data  such  as  name,  date  of 
birth,  gender,  where  documentation  is  on  fde,  date  of  registration. 

CAREWare:  This  HRSA  client  level  software  would  need  to  be  installed  at  agencies 
and  the  client  data  would  need  to  be  completed  for  each  client  seen  by  each  agency. 

Advantages: 

•  Reggie  Team  Staffing  needed  to  maintain  Stripped  Down  Reggie  and  unduplicated 
the  client  level  data  would  be  reduced  by  $150,000.  Approximate  Reggie  Team 
personnel  costs  =  $350,000. 

•  All  clients  in  Reggie  could  be  share  clients. 

•  CAREWare  is  not  a  live  system  so  client  information  and  services  information  can  be 
collected  on  paper  and  entered  at  the  end  of  the  month. 

•  CAREWare  will  produce  the  AAR. 


Disadvantages: 

•  Clients  would  need  to  answer  the  CAREWare  client  data  at  each  and  every  agency 
they  go  to  for  services. 

•  Agencies  would  have  to  look  up,  register  and  enter  information  into  the  Reggie 
System,  would  have  to  enter  client  and  services  information  into  CAREWare,  and 
utilize  other  databases  as  needed  for  agency  data.    It  is  likely  that  this  option  will  in 
fact  require  more  agency  staff  time  as  compared  to  the  current  Reggie  system.  Triple 
data  entry  will  be  the  norm  for  most  agencies. 

•  CAREWare  does  not  collect  UOS/UDC  suitable  for  preparing  invoices  for  the  AIDS 
Office.  Agencies  would  need  to  use  their  own  systems  to  track  UOS/UDC  for  billing 
purposes. 

•  Registration  is  not  easily  linked  to  data  collected  in  CAREWare.  Such  a  link  would 
require  a  significant  amount  of  expense  for  research,  programming,  implementation, 
and  support. 

•  Agencies  lose  the  ability  to  see  where  a  client  has  gone  for  care  and  the  type  of 
services  they  received.  Thus,  there  is  no  support  for  client  care  coordination. 

•  Agencies  will  be  responsible  for  establishing  and  monitoring  the  registration  and  data 
collection  process  in  their  agency. 

•  Unduplicated  client  data  in  CAREWare  is  available  only  twice  a  year,  and  is  already 
dated  by  the  time  the  ADDS  Office  receives  it. 

•  Based  on  our  experience  with  the  URS/Batch  process,  the  quality  of  the  data  in 
CAREWare  is  likely  to  be  of  poor  quality  as  compared  to  the  data  in  Reggie. 

•  There  will  be  a  higher  rate  of  duplication  due  to  inconsistent  ways  of  collecting  client 
identifiers. 

•  Although  possible,  agency  customization  of  CAREWare  to  suit  their  own  needs 
would  require  significant  programming  expertise  as  well  as  expense  on  both  the 
agency  and  AIDS  Office  sides.  Moreover,  doing  so  makes  it  hard  to  upgrade  to  new 
releases  from  HRSA  and  could  make  the  AAR  invalid.  Thus,  customization  is  not 
advisable. 
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